Objectives. To critically analyze social work's role in Medicaid reform. Methods. We conducted semistructured interviews with 46 stakeholders from 10 US states that use a range of Medicaid reform approaches. We identified participants using snowball and purposive sampling. We gathered data in 2016 and analyzed them using qualitative methods.
The primary mission of the social work profession is to enhance human well-being and help meet the basic human needs of all people, with particular attention to the needs and empowerment of people who are vulnerable, oppressed, and living in poverty. A historic and defining feature of social work is the profession's focus on individual well-being in a social context and the well-being of society. Fundamental to social work is attention to the environmental forces that create, contribute to, and address problems in living. 4(preamble) There are about 650 000 social workers in the United States, with more than half employed in health settings. 5 Focusing on equity, social workers assess, engage, intervene on behalf of, coordinate, and are advocates for the most vulnerable populations as they address nonmedical factors and social needs that affect health. A growing evidence base suggests that strategies to address the social determinants of health must be integrated into new health care models to achieve the triple aim. 2, 6 Although social work's unique skill set and social justice mission position the profession for leadership in this new health landscape, social work has struggled to find its identity and define its role. 7 Because social work skills have roots in other professions, such as psychology, sociology, and political science, there is not a unified definition of the profession. 8 Social workers can be influential partners in health reform, but the lack of clarity about their role and unique value may impede these efforts. State Medicaid programs serve many vulnerable populations-including lowincome children and adults, pregnant women, and people with disabilities-that are central to social work's mission. Therefore, social workers are well qualified to inform Medicaid policy. For example, patientcentered medical homes present opportunities for social work to help remove nonmedical barriers to health and promote primary and behavioral health care integration. [9] [10] [11] [12] [13] [14] Social work's care management skills can help Medicaid enrollees obtain health care coverage, create communitybased service links, and promote patient engagement in care. 15, 16 Medicaid accountable care organizations are key opportunities to expand the impact of social work in health innovation 9, 17 and numerous accountable care organizations already employ social workers. 18 Reform efforts that focus on nonmedical innovations and social determinants of health provide opportunities for social work leadership at the state level. 9, [19] [20] [21] As states pursue value-based reform models that promote greater focus on serving people with significant physical and social needs, there are opportunities to incorporate social work services that may improve the costeffectiveness of care. 22 Little is written about the involvement of social work in Medicaid reform or related efforts, such as Medicaid eligibility expansion efforts. We explored what role the social work field is playing in state-level Medicaid reform. We focus on 10 states with diverse approaches to Medicaid policy to identify lessons with national relevance. To our knowledge, we are the first to systematically analyze the connection between social work and Medicaid reform.
METHODS
We gathered data for this descriptive study through document review and semistructured interviews with a purposive sample of key informants from 10 states that are implementing larger systemic Medicaid reform, not simply expanding Medicaid eligibility. The 10 states' approaches represent a wide range of approaches to Medicaid reform, as shown in Table 1 .
Key informants from each state included representatives from the NASW chapter, the Medicaid agency, a provider organization or health plan, and other key organizations that were appropriate for the state reform. We selected these stakeholders as the relevant policy and practice organizations that would be present in each state and able to discuss the role of social work in Medicaid reform. We recruited respondents via e-mail invitation, followed by telephone or additional e-mail correspondence. We interviewed 46 respondents in 35 sessions that lasted about 45 minutes each. Response rates from stakeholder groups varied as shown in Table 2 
RESULTS
Although we identified limited social work involvement in Medicaid reform in the semistructured interviews, we found a range of current activities, potential opportunities, and barriers to social work's participation. Key themes emerged through our data analysis.
Theme 1: Engagement in Reform at the Practice Level
Best practices for social work involvement in Medicaid reform are limited. However, there are developing strengths at the practice level because of social work relationships with community-based providers, which are a resource to Medicaid agencies.
Respondents all identified social workers as having a unique skill set that could be used in Medicaid reform, including expertise in the social determinants of health, although specific examples of best practices were limited. Results suggest that existing relationships between social workers and communitybased providers could make social workers an essential resource to Medicaid. Although the bulk of social workers are employed in direct care (e.g., counseling, crisis intervention), social workers are found at intermediary levels, functioning as navigators or care managers for Medicaid enrollees. Social workers are also found at the macro level in state Medicaid offices, engaging in health administration, management, research, advocacy, policy analysis, and population health promotion.
Respondents also described social workers' contributions in trauma-informed care and caring for people with more complex care needs, with the potential to reduce Medicaid costs by preventing unnecessary emergency department visits or other health care encounters. One interviewee from a care The box on the next page shows specific examples of social work engagement in state Medicaid reform as identified by respondents.
Theme 2: Gap Between Practice and Systems Levels
There is a gap between social work's practice-level and systems-level involvement in Medicaid innovations, leaving social work reacting to Medicaid reform.
Although the majority of interviewees identified social work's consistent and developing involvement in Medicaid at the clinical practice level, there was less evidence of social work's proactive involvement in influencing systems-level Medicaid reform. Social work involvement has been limited to more finely detailed Medicaid policy goals, such as reimbursement parity and licensing regulations. Factors limiting social work ability to engage in proactive, systems-level involvement in Medicaid reform include the lack of resources (associated with dwindling NASW membership), competing demands, and lack of technical expertise. The resource shortage is severe: some state NASW chapters have only 1 or 2 full-time employees. These barriers limit social work's capacity to be a conversation partner with Medicaid and influence reform. Because many social work services are not reimbursable through health care coverage (e.g., housing advocacy for a family that is homeless), there is a need for social work involvement in broader-based reform efforts that promote comprehensive, bundled payment models to incorporate activities targeting health and social needs.
Another barrier to social work's influence on reform is the paucity of data demonstrating the impact of social work. Interviewees suggested that other professions, such as nursing and peer advocates, have done a better job of influencing legislative and executive branch policy development processes. For social work to be considered a partner for Medicaid reform, there needs to be a more sustained, focused approach to professional advocacy:
Social workers are not well organized in legislative advocacy. Legislative advocacy from social work has been fairly superficial-"Social Work Day" at the statehouse is not a deliberate, effective way to do advocacy.
Interview results suggest considerable opportunity for social work to increase its role in Medicaid reform. Stakeholders appreciate social work's expertise in bridging the gap between the health care system and community services through coordinating care:
Social workers bring unique perspective and advocacy to the table, which is different, whereas nurses, physicians, are more individually-based, social workers are broader-based.
We are sold that case management and care coordination are major active ingredients in working with Medicaid population.
Across all stakeholder groups, there is support for social work engagement with policymakers, community partners, and health care leaders to identify gaps and build systems that address the social determinants of health.
Theme 3: Lack of Visibility, Clarity, and Resources
This gap has multiple dimensions, including lack of involvement in macro, systems, policy, research, or advocacy practice related to Medicaid reform.
Interview results suggest that social work is not visibly involved in Medicaid reform, deriving in part from social work's relative absence from state-level health systems or policy practice. There is little evidence of social work taking a leadership role in these areas or in research or advocacy efforts related to Medicaid reform. Factors that impede social work from addressing this involvement gap include poor visibility in the Medicaid policy discourse and action in each state, although interviewees also reported that social workers are actually working in related areas: "Social workers are employed across the [Medicaid] agency from direct clinical to project leads or unit directors and up to the governor's level." However, social work is not visibly engaged in state-level committees or task forces that are working to address Medicaid reform. One interviewee noted, "[I] rarely hear someone identify themselves as a social worker on committees." Social work's visibility is hindered by the lack of cohesion among social work organizations. In addition, the lack of a state-level department that represents social work activities, analogous to state departments of public health, requires social work to advocate visibility among already established branches of state government. One interviewee said, "Public health has departments of health and the medical field has many entities. Social work doesn't have an entity."
The lack of social work involvement in Medicaid reform also derives from the limited connection between social work and the Medicaid agency. In several of the interviews with NASW chapter representatives, for example, social workers could not identify a colleague in the Medicaid agency with whom they had a close working relationship. This is a barrier because, as 1 interviewee said, "In order to be visible in any of these reform proposals, you have to be visible relationshipwise." Collaborative working relationships evolve from ongoing personal relationships and shared interests in pursuing reform. Without these relationships, policymakers will naturally exclude social work from the conversation because the profession is not the first thing policymakers think of as an influential partner, especially in high-pressure, resource-constrained environments.
Another factor driving social work's limited involvement in Medicaid reform is the lack of clarity about what a social worker actually does. More than 1 interviewee suggested this. For example:
The role of social work is not understood-very much viewed as ancillary to whatever primary care is, sort of like a soothing balm but not at all necessary.
To many within the health care system, it is unclear what social work does, particularly in this new health reform. Social work needs to shift from being boxed as "discharge planners" and redefine themselves for this new era.
Relatedly, although policymakers may understand that social determinants of health must be addressed, there is still a lack of understanding about what social work might contribute to this issue, and there is not a shared language that is used by all professions to discuss social determinants of health. One interviewee said, "The medical version of impacting social determinants of health is very different from the social work version of impacting social determinants of health." Social workers are also perceived as being 1 type of many related skilled allied health professionals who can perform related tasks interchangeably. One interviewee suggested, "There has been an unexpected contest between social work and other masters-level clinicians."
As systems move toward integration of primary, behavioral health and long-term care, there is jockeying among these professional groups about which will take on responsibility for the integration of services. Social work education does not adequately prepare students to be proactive leaders in influencing policy. Interview results from all the stakeholder groups suggest that social workers lack the health policy experience needed to play a central role in shaping Medicaid reform. One of the main challenges for the profession is to translate its contributions into impact measurement, particularly cost-effectiveness. Some interviewees noted that there are insufficient social work placements in policy, advocacy, and integrated practice settings to train the new generation with these skills.
Theme 4: Need for Training in Health Transformation Models
There is a lack of knowledge about Medicaid payment models, and this is an area for education and training. Closely connected, social work is not able to tell its return on investment impact story.
Results indicate that a valued characteristic of social workers is their holistic perspective on broad determinants of health and social needs; thus, social workers are more like generalists-akin to primary care providersthan specialists focusing on a single domain. Social workers are not typically taught about how payment systems can influence access to services or the political dynamics surrounding health policy debates. Social workers appear underprepared to participate in technical health care financing discussions, such as how alternative payment models might improve value through person-centered health care delivery. This knowledge gap can limit social work's ability to lead, or even participate in, Medicaid reform efforts or to advocate social work's professional standing. The current prominence of value-based payment and accountable care requires professionals to speak the language of value: improving population health using fewer resources.
I think that [social workers] are not at the table the way that we should be as this issue gets worked on. NASW . . . is a perfect example of that. We don't have the capacity, the specialists, and so NASW is not at the table as these issues are being addressed, and I think that's going to hurt the profession in the long run.
Many Medicaid programs have coalesced around aims to improve population health, adopting population management as a key strategy for doing so. Few social workers have been taught these concepts, but interviewees indicate that there is a role for social work in framing strategies for Medicaid reform. A regional Medicaid accountable care plan director explained, "Professions like social work
EXAMPLES OF SOCIAL WORK INVOLVEMENT IN REFORM EFFORTS

Examples
Social workers assist patients, especially high utilizers, in navigating the health care system; conduct home visits; and provide intensive case management to prevent unnecessary emergency department use.
Social workers perform care coordination tasks through home visits and as embedded care coordinators in primary care offices and clinics. Physicians observe more compliance from patients and fewer missed appointments.
FQHCs and ACOs hire social workers to perform community-based care coordination.
CareOregon, a Medicaid health plan in Oregon, hires social workers as "health resilience" specialists who work in the community and clinics providing "trauma-informed care lens," with a focus on affecting social determinants of health. 28 Social workers implement primary care and behavioral health integration models; for example, mental health centers hire social workers to work with patients to assist with care coordination and care management.
Note. ACO = accountable care organizations; FQHC = federally qualified health center.
need to articulate what it means to create healthy populations."
An experienced public advocacy consultant shared that social workers in her state have increasingly moved into private practice and stopped working with Medicaid clients because of unsustainably low reimbursement rates. Social workers in private practice tend to be less affected by-and thus less involved with-Medicaid reform innovations. Beyond the effort to raise Medicaid's reimbursement rates for social work services, well-informed ambassadors could position social work favorably in future reform initiatives, such as the development of Medicaid waivers. Waivers often are the vehicle for care delivery innovations, and many incorporate social needs into health care processes. Medicaid waivers also promote payment innovations that could lead to better reimbursement for professionals who address those needs. To advance engagement in these activities, social work advocates need to explain the unique services and skills they can offer and how social workers can contribute to value-based purchasing.
DISCUSSION
Our results suggest that although Medicaid policymakers can articulate the value of social work in addressing social determinants of health, there is little evidence of social work involvement in Medicaid system reform initiatives. As state reform efforts increasingly target payment and delivery system change across health and social services and Medicaid, there is a role for social workers to engage in these innovations. Social work's understanding of social and welfare supports, social justice orientation, community organizing, and cultural responsiveness, among other things, can help Medicaid promote access, integration, high-quality affordable care, and prevention. Social workers are thus primed to take a leadership role in Medicaid reform.
However, the social work profession does not appear to be embracing this role. Professional advocacy is focused on practice issues such as licensure and billable hourly rates; the social work profession may not be motivated to engage in Medicaid reform. There are also not enough resources or expertise within social work's professional organizations to meaningfully affect Medicaid policy development. Characteristics of the social work profession, such as fragmentation, and lack of unified identity, may hinder its robust leadership in Medicaid reform. Moreover, social workers who want to contribute to Medicaid reform are burdened by the demands of clinical-level work and rely on professional organizations to play this role.
Social work also competes with other professions, such as community health workers and nurses, who often fill the innovative roles that social work might pursue in Medicaid reform. Tasks such as substance abuse screenings, brief intervention, care coordination, and connection with community-based services are not uniquely performed by social workers. It is also possible that if social workers are performing these roles, the work may occur under job titles such as care coordinator or patient navigator, making the connection to social work invisible. Our review of the literature revealed no information about allied health professions' engagement in Medicaid or broader health reform activities.
To promote social work's future role in Medicaid reform, social work education should emphasize leadership in interdisciplinary practice that is grounded in prevention and population health. Social work training could also incorporate content on health policy, advocacy, and health care financing; value-based payment models; and Medicaid reform initiatives. Although social workers have knowledge about systems of care, they may not be trained in how Medicaid is financed or the importance of policy-level engagement. Social worker engagement in Medicaid reform would be maximized by training large cohorts of social workers who are able to practice in Medicaid-sponsored integrated care settings and lead new delivery systems at all levels of practice.
Social work research must aggressively take on the issue of producing evidence of social work's impact, specifically addressing the concept of value. This will help social workers develop metrics of health outcomes and the social determinants of health. Information about how social work involvement improves quality and reduces cost can be assessed through the rapidly growing data available through electronic health records. Cost-effectiveness research is needed to build the business case for including social work in Medicaid reform. Social workers must also develop greater capacity to translate this evidence into policy innovation.
Our study was limited by the small, purposive sample and nonresponse from some stakeholder groups. For example, none of the state public health agencies responded to our recruitment efforts; all reported that they had little to add to our research. Our selection of interviewees may have inadvertently excluded experts who have greater knowledge of social work involvement in Medicaid reform.
The social work profession is poised to take on greater leadership roles in Medicaid reform efforts. A clear articulation of what social workers can contribute to Medicaid reform is urgently needed at all levels of practice. Social work-led transdisciplinary taskforces can identify gaps in service delivery and value and can identify how social work can mitigate these gaps in measurable ways in the context of social determinants of health. It is imperative that professional advocacy and role definition move beyond focus on billing parity to the larger issues that will enhance services and improve the collective wellbeing for more than 73 million Americans covered by Medicaid. 
ACKNOWLEDGMENTS
This study was supported in part by the Center for Innovation in Social Work and Health, Boston University School of Social Work.
HUMAN PARTICIPANT PROTECTION
The Boston University institutional review board approved this study.
